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Abstract
Background Health outcomes for long-term conditions (LTCs) can
be improved by lifestyle, dietary and condition management-
related behaviour change. Primary care is an important setting for
behaviour change work. Practitioners have identiﬁed barriers to
this work, but there is little evidence examining practices of
behaviour change in primary care consultations and how patients
and practitioners perceive these practices.
Objective To examine how behaviour change is engaged with in
primary care consultations for LTCs and investigate how
behaviour change is perceived by patients and practitioners.
Design Multiperspective, longitudinal qualitative research involving
six primary health-care practices in England. Consultations between
patients with LTCs and health-care practitioners were audio-
recorded. Semi-structured interviews were completed with patients
and practitioners, using stimulated recall. Patients were re-interviewed
3 months later. Framework analysis was applied to all data.
Participants Thirty-two people with at least one LTC (chronic
obstructive pulmonary disease, diabetes, asthma and coronary
heart disease) and 10 practitioners.
Results Behaviour change talk in consultations was rare and,
when it occurred, was characterized by deﬂection and diﬃdence on
the part of practitioners. Patient motivation tended to be unad-
dressed. While practitioners positioned behaviour change work as
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outside their remit, patients felt uncertain about, yet responsible
for, this work. Practitioners raised concerns that this work could
damage other aspects of care, particularly the patient–practitioner
relationship.
Conclusion Behaviour change work is often deﬂected or deferred
by practitioners in consultations, who nevertheless vocalize sup-
port for its importance in interviews. This discrepancy between
practitioners’ accounts and behaviours needs to be addressed
within primary health-care organizations.
Background
Long-term conditions (LTCs) are common in
the general population, especially for people
over the age of 50,1 and the number of people
living with LTCs is expected to rise.2,3 LTCs
such as chronic obstructive pulmonary disease
(COPD), coronary heart disease (CHD), diabe-
tes and asthma currently aﬀect between 1.7
and 6% of the general practice population in
England.4 Eﬀective management of the most
prevalent LTCs requires patients to make die-
tary and lifestyle changes.5–7 Behaviour change,
such as smoking cessation and increasing phys-
ical activity, can improve the prognosis of peo-
ple with LTCs.8–10 Finding ways to support
people with LTCs – and to promote behaviour
change – is a key challenge facing health-care
services and governments globally.11–13
Primary care is considered the optimum
health-care setting to manage people with
LTCs,12,14 and LTC management accounts for
a large proportion of the workload.15 Primary
care is community-based, accessible and able
to oﬀer continuity of care and of patient–
practitioner relationships – key requirements
for managing patient needs over time.16,17 Sev-
eral initiatives in the United Kingdom, such as
the NHS and Social Care Long-term Condi-
tions Model1 and the Quality and Outcomes
Framework (QOF),18 aim to improve quality
of care and health outcomes for patients
through system changes in primary care. As
part of these system changes, there is a focus
on patient self-management, supported by
initiatives such as the Expert Patient pro-
gramme.19 The chronic care model suggests
that 70–80% of people can self-manage their
conditions with support from health-care
services.20 This support includes information
provision, lifestyle and dietary advice, and
behaviour change interventions around issues
such as smoking and alcohol use.
Despite evidence of, and a developing con-
sensus regarding, eﬀective behaviour change
techniques for the use in primary care consulta-
tions21 and interventions,22 behaviour change
work may be absent in practice.23 Barriers to
behaviour change work in primary care have
been identiﬁed. Practitioners cite lack of conﬁ-
dence and of knowledge about eﬀective tech-
niques as reasons for not engaging in this
work.23–25 Also, practitioners mention a lack
of time within consultations or describe patient
characteristics such as lack of motivation,
knowledge or ability as reasons for not includ-
ing behaviour change work.23,25–27 Blakeman
et al.28 found that practitioners prioritized the
patient–practitioner relationship over engaging
in self-management talk in consultations.
The aim of the current research was to
investigate broadly the role of primary care
consultations in the care of people with LTCs
and their inﬂuence on patients’ health-care use
over time. Using audio-recordings of consulta-
tions, and interviews with patients and
practitioners, guided by stimulated recall, a
multiperspective approach oﬀered a way to
gain insight into primary care practice along-
side the perceptions of patients and practitio-
ners.29 In this study, we added a longitudinal
dimension with patient interviews at two
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time-points, to investigate whether patients
perceived the consultation as inﬂuencing
health choices over time. This paper speciﬁ-
cally examines one aspect of primary care
consultations: practices of behaviour change.
The aim of this paper was to investigate how
practitioners and patients engaged in behav-
iour change in primary care consultations and
how instances of behaviour change work were
perceived by patients and practitioners.
Methods
This study was part of an NIHR Programme
Grant, CHOICE,30 and took place in North-
West England. Ethics approval was received
from North West 8 Research Ethics Committee
– GM East, 10/H1013/74.
Design
This was a longitudinal qualitative study of
primary care consultations for people with
LTCs. A multiperspective approach was taken,
combining consultation recordings and inter-
view data from patients and practitioners.31
Data collection
Primary care practices were invited to take part
in the study by letter, email and/or phone.
Using publicly available QOF data, practices
with high prevalence rates in at least one of the
four LTCs compared with the median for
England were identiﬁed and approached, with
the aim of achieving a sample with a diverse
socioeconomic and geographic spread within
the region of recruitment. Practice recruitment
ceased when a suﬃciently large and diverse
sample of practices had agreed to participate.
Researchers attended practices on agreed dates.
We sampled for two types of consultations:
disease reviews where the patient was invited
to attend by the practice, and patient-initiated
appointments booked on or before the day of
attendance. Relevant consultations were those
that involved patients with one or more of four
conditions: CHD, asthma, diabetes and COPD.
Consultations were identiﬁed in two ways:
either the consulting practitioner (general
practitioner or practice nurse) was holding a
chronic disease clinic for one or more of the
included LTCs when the researcher attended
and therefore all expected patients were
eligible to participate; or the practitioner
reviewed a general appointment list and
selected all patients attending with one or more
of the included conditions. On arrival at
general practices, patients met reception staﬀ
who provided participant information sheets.
A researcher then approached every patient to
ask about participation.
We adopted a purposive sampling approach,
aiming for maximum variation across condi-
tions, age and gender of patients, and type of
health-care practitioner.
Patients and practitioners were interviewed
separately after the recorded consultations, using
a semi-structured interview guide (Tables 1 and
2) and stimulated recall;32 short snippets of the
consultation were played back during the inter-
view to prompt thoughts and reﬂections. Snip-
pets were identiﬁed using a consultation topic
guide (see Table 3), and two of the researchers
discussed which parts to focus on during stimu-
lated recall, based on the on-going analytical
work. Practitioners were interviewed once about
all consultations they recorded; patients were
interviewed following their consultation and
then invited to be followed up for a period of
3 months to gain insight into patients’ choices
around health-care use over time. Follow-up
with patients involved regular telephone contact
and the completion of health-care use diaries.
Patients were then asked for a ﬁnal interview at
the end of 3 months.
We adopted a two-tiered approach to con-
sent: patients gave initial written consent on
the day to audio-recording of their consulta-
tion and then were given up to 7 days to con-
sider further participation and written consent
to retention of the recordings. Where patients
gave informed consent, their data were retained
and analysed; however, full cases were priori-
tized in the multiperspective analysis presented
below. Two patients’ data were excluded from
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Table 1 Initial topic guide headings for patients
First Interview
1. People involved in care
a. Identifying primary health-care professional for
condition/s
b. Involvement of other health-care professionals and
their roles
c. Decision making around different problems/
exacerbations – past, present and future
d. Self-management
e. Involvement of others (family/friends, etc.)
2. Reviewing specific consultation (using stimulated recall
where relevant)
a. Reason/s for attending
b. Initiation and purpose of consultation
c. Expectations and hopes regarding consultation
d. Any unmet needs/expectations and any issues not
brought up
e. Involvement in consultation and decision making
f. Retrospective recall around content and value of
consultation for self and practitioner
g. Comparison with previous consultations
h. Satisfaction or dissatisfaction with specific parts of
consultation
i. Examples of good/bad consultations
j. Evaluation of consultation and any outcome/s from
consultation
3. Routine reviews
a. Understanding of, and experience of, routine reviews
b. Opinion/s on contribution of routine reviews to
condition management
i. Self-management
ii. Management of condition by health-care
practitioners
4. Unscheduled care
a. Any recent use of unscheduled care
i. What happened
ii. Any discussion of unscheduled care use with
practitioners
iii. Any unmet needs or preferences around discuss-
ing unscheduled care use
Follow-up Interview
1. Review of health and health-care use in last three
months (using telephone calls and health-care logs to
guide discussion)
a. Discussion of any exacerbations or problems in last
three months
b. Comparing and contrasting different services
c. Experiences of and satisfaction with health-care
practitioners
2. Routine reviews
a. Understanding of, and experience of, routine reviews
b. Opinion/s on contribution of routine reviews to
condition management
i. Self-management
ii. Management of condition by health-care
practitioners
3. Unscheduled care
a. Any recent use of unscheduled care
i. What happened
ii. Any discussion of unscheduled care use with
practitioners
iii. Any unmet needs or preferences around discussing
unscheduled care use
Table 2 Initial topic guide headings for health-care
practitioners
1. Management of LTCs within the practice
a. Different roles within the practice
b. Protocols around managing LTCs
c. Goals of different types of LTC work
2. Consultations (playing back snippets of consultations
where relevant)
a. Type/s of consultation
b. Purpose and value of consultations
c. How consultations are organized
d. Preparation for consultations
e. Perspective on patient and practitioner expectations
within specific consultations
f. Perspective on patient and practitioner management
of LTC/s, drawing on specific consultations
g. Issues addressed in a specific consultation (and
why)
h. Issues not addressed or difficult to address in a
consultation (and why)
3. Unscheduled care (playing back snippets of
consultations where relevant)
a. Discussion of unscheduled care in LTC consultations
b. Role of primary care in reducing unscheduled care
use
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the following analysis as their consultations
dealt solely with an acute issue and included
no discussion of LTCs.
Analysis
All audio-recordings (consultations and inter-
views) were transcribed verbatim and anony-
mized. Data were analysed using an integrative
framework approach, adapting Ritchie and
Spencer’s approach33 for the incorporation of
multiple perspectives on the same event (con-
sultation). Speciﬁcally, the research team analy-
sed transcripts inductively, comparing data
within case and between case.34 The framework
for the analysis was initially based on our
analysis of the consultations, guided by pre-
determined topics of interest (Table 3). These
topics were then tracked through the analysis
of the ﬁrst patient interview and practitioner
interview for each case and summarized within
case. These summaries shaped the telephone
follow-up calls and the follow-up interview
guide. Themes arising during analysis and data
collection were discussed within the team and
incorporated into further recruitment and topic
guides and into the framework for analysis.
Cases were re-analysed as the framework
developed over time. The research team was
multidisciplinary, incorporating expertise in
primary care, psychology and social anthropol-
ogy. Data collection ended when the team were
satisﬁed that analytical saturation was reached,
with no new themes developing from analysis.
For the analysis, behaviour change topics
included the following: commonly targeted
health behaviours and speciﬁc self-management
behaviours known to aﬀect LTCs. These were
regarded as ‘behaviour change topics’ only if
brought up in the context of reviewing patient
behaviour related to one or more of the rele-
vant LTCs. Mood management did not arise in
this context; however, it arose in one consulta-
tion in relation to bereavement.29
Results
Sample characteristics
Thirty-nine practices were approached and six
participated in the study. Reasons given for
non-participation were as follows: involvement
in other research and being too busy to
participate, particularly because of QOF-
related activity. Across 6 primary care prac-
tices, 10 practitioners took part, including 5
general practitioners (GPs) and 5 practice
nurses (PNs). Of 65 patients approached in
practice waiting rooms, 34 were recruited into
the study and agreed to audio-recording of
their consultations. Of those who declined par-
ticipation, many did not give a reason, but
some said that they were too ill or too busy to
participate or that their consultation was not
about their LTC. Patients were mainly White
British (82.4%), 65% male, with ages ranging
between 34 and 87. Most patients had more
than one LTC (73.5%; 29.4% had at least two
of COPD, CHD, asthma and diabetes) (see
Table 4 for participant characteristics).
Table 3 Topic guide for analysing consultations for
stimulated recall
Identify
1. Context for consultation
2. Focus of consultation
3. Any additional issues brought up by patients in review
appointments
4. Outcome/s of consultation
5. Discussion or mention of support at home (and by
whom)
6. Discussion or mention of mood (and by whom)
7. Discussion or mention of self-management (and by
whom)
8. Discussion or mention of exacerbations of condition/s
(and by whom)
9. Discussion or mention of unscheduled care use (and
by whom)
10. Any other issues arising that were not the primary/
expected focus of the consultation
From these notes, identify prompts for the interview
1. Specific to this consultation
2. About consultations more generally
Identify time markers for sections of recording for
stimulated recall
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Twenty-nine consultations were audio-
recorded by practitioners, with the number
recorded per practitioner varying between 1
and 8 (mean = 3). On 5 occasions, consulta-
tions were not recorded due to technical
errors; in these instances, patients were still
invited to take part in an interview about the
consultation.
There were 18 patients from whom consulta-
tion data, patient ﬁrst interview, patient second
interview and practitioner interview were all
available – these constituted full cases. Of the
remaining 16 patients, 4 declined participation in
the follow-up interview; 7 declined interviews but
gave consent to retain their consultation; and 5
took part in either one or two interviews, but
lacked a recorded consultation. Retention during
follow-up was high (81.5%), with 22 patients
completing two interviews. Figure 1 details
patients’ recruitment and retention.
In total, 84 transcripts were included in the
analysis, generated from 32 patients and 10
practitioners, across six primary care practices.
Table 5 summarizes the behaviour change
talk present in 27 consultations. Smoking,
medication use and diet were the three most
Table 4 Patient characteristics
Patient ID Practice Age Gender Condition/s
1 1 70 Male COPD, cancer
2 1 62 Male COPD, depression
3 1 51 Female Asthma
4 2 46 Male COPD
5 2 Not known Female Diabetes, COPD
6 2 85 Male COPD, atrial fibrillation, dropped foot, balance problems
7 3 51 Male Hypertension
8 3 Not known Male Diabetes
9 3 82 Male Diabetes, asthma
10 3 54 Male Diabetes, bowel problems
11 3 47 Female Diabetes, cancer
12 3 87 Male CHD, diabetes, depression
13 4 65 Female Diabetes, COPD, angina
14 4 60 Male Diabetes
15 4 Not known Female CHD, asthma
16 4 50 Female Diabetes, nerve spasms
17 4 76 Female CHD, cancer, high cholesterol
18 4 69 Female COPD, arthritis
19* 4 74 Male CHD, asthma, COPD, meningioma
20 4 50 Male CHD, depression, blindness
21 4 43 Male Diabetes
22 4 62 Male CHD, diabetes, hypertension, CKD
23 4 58 Male CHD, diabetes, cancer, piles
24 4 57 Female Asthma, sarcoidosis, bronchiectasis
25* 4 Not known Female Diabetes
26 5 41 Female Asthma
27 5 51 Male Asthma, hypertension
28 5 73 Male CHD, diabetes, gout
29 5 30s Female Asthma, depression, irritable bowel syndrome
30 5 76 Male CHD, hypertension, arthritis, asbestosis
31 5 76 Female Diabetes, arthritis
32 5 67 Male Diabetes, hypertension, glaucoma
33 6 Not known Male Asthma, CHD
34 6 67 Male CHD, hypertension
*Participants excluded from analysis as their consultations dealt solely with discrete acute issues and did not discuss LTCs (P19, a prostate
exam; P25, pain due to neck injury).
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common behaviour change topics brought
up in consultations as targets for behaviour
change. Speciﬁc self-management programmes
or strategies, as means to address behaviour
change, were only mentioned in four consulta-
tions; these included pulmonary or coronary
rehabilitation programmes (n = 2) and rescue
packs of antibiotics and steroids for COPD
(n = 2).
Findings
Two interlinked themes arose from the multiper-
spective analysis around behaviour change. The
ﬁrst theme, ‘Engaging in behaviour change talk’,
drawing on all three sets of data, was that
behaviour change talk was characterized by
deﬂection and diﬃdence on the part of practitio-
ners. Patient cues about motivation were often
not followed up, and patients tended to remain
unmotivated, uncertain or overwhelmed by the
idea of behaviour change. The second theme,
‘Perceptions of behaviour change and the role
of the practitioner’, drawing on the practitio-
ners’ accounts, was that practitioners often
positioned behaviour change work as beyond
their scope or ability to achieve, and potentially
damaging to other aspects of their work,
notably the patient–practitioner relationship.
Despite oﬀering vocal support for behaviour
change and self-management, practitioners
frequently minimized their ability and responsi-
bility to focus on this work in practice.
In transcript extracts, [ ] indicates explana-
tory text and (. . .) indicates omitted text.
Engaging in behaviour change talk
There were four primary behaviour change
techniques employed by practitioners in consul-
tations: advising change without discussion,
giving or gathering information, tentative sug-
gestions for patient to change and deferring an
issue for discussion at a later point or with
another practitioner. The use of these tech-
niques ﬁtted into one of two broad practitioner
styles: diﬃdent and deﬂecting. The diﬃdent
style was characterized by advising or suggest-
ing change without discussion; sometimes,
information-gathering occurred before a with-
drawal from discussion. The deﬂecting style
was characterized by information-gathering,
followed by deferral of discussion. Both styles
occasionally involved information-giving, but
this was characteristically one-sided; that is,
the practitioner gave information, but did not
encourage discussion about this information.
In only two instances, practitioners engaged
with a motivational approach to behaviour
change talk, where there was exploration of the
patient’s motivation, barriers and facilitators
for change.
Diﬃdent style
This style was reﬂected in practitioners
advising or suggesting change, and then
34 patients recruited in 
waiting rooms
29 consultations recorded 5 consultation recording 
failures
22 initial interviews 
completed
7 patients declined 
interview
5 initial interviews 
completed
18 follow-up interviews 
completed
4 patients declined 
interview due to ill-health
4 follow-up interviews 
completed
1 patient declined 
interview due to ill-health
Figure 1 Recruitment and retention of patient participants.
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withdrawing from further discussion. On some
occasions, the practitioner enquired into the
detail of a behaviour, before shutting down
this line of enquiry to move on to another,
often biomedical matter. This withdrawal
tended to occur at the ﬁrst sign of reluctance
or resistance from the patient. For instance, in
the following extract with a female patient with
asthma, the nurse asked the patient about stop-
ping smoking:
PN1 Any thoughts of stopping at all?
P3 There’s been lots of thoughts
PN1 Lots of thoughts, no action
P3 There’s been lots of thought but there’s no
real action
PN1 Okay, you’re just not ready to think about
it at the moment?
P3 No, I don’t, no, it’s, some days yes, some
days no, you know. You wake up with
good intentions and then
PN1 I know
P3 something [annoys] you and you think ‘I
need a cigarette’. And that starts you on for
the rest of the day, the week, the month,
the year, whatever
PN1 Well, whenever you feel that you’re at that
stage or you even want to think about it,
you know you can come and talk about
your options for helping you get through
that?
In this segment, while the nurse started by ask-
ing about motivation (‘any thoughts?’), she
closed down the discussion at the ﬁrst sign of
hesitancy. The patient oﬀered one of her trig-
gers for continuing smoking (‘something
[annoys] you’), which is met by the nurse disen-
gaging and deferring further discussion to a
later time (‘whenever you feel that you’re at
that stage’). In interview, the PN indicated that
she was trying to encourage the patient ‘just to
think about quitting’, although it was evident
that she had little conﬁdence in her ability to
do more:
PN1 A lot of people, don’t want to change. Yes
don’t want to change. A lot of people will
say that whatever normal, well it’s the only
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vice I’ve got, or can’t aﬀord to buy this, or
can’t aﬀord to buy that. So yes, ﬁnancial
and, yes reluctance to change.
Researcher And if someone’s reluctant to change?
PN1 I think all you can do is just sow a little
seed yourself, you know, little bits of
information, oﬀer them support for if they
want to come back at any time
One GP used a similar technique of suggesting
change and then withdrawing. His consulta-
tions were characterized by tentative language
(‘you could try to decrease [alcohol intake]’
‘[alcohol intake] could probably do with com-
ing down a bit’) and negatively framed ques-
tions that closed down discussion (‘[smoking
cessation] not something you want to consider
at the moment?’). When asked about his
approach in relation to one of his consulta-
tions, he oﬀered the following justiﬁcation:
GP1 If she wants to know more about [smoking
cessation], that’s ﬁne. If she says ‘I don’t
want to deal with that now’, I’m not going
to do any more about that, at that point
(. . .) The success in smoking cessation is in
people who want to stop
The eﬀect of this style of communication is
that the patients were left with a sense of per-
sonal responsibility for change, while uncertain
about how to change and unclear about what
help was available. When asked about how
review consultations could help with her
health, P3 predicated any hope for better
health on her giving up smoking: ‘while you’re
smoking, [the asthma]’s never going to be any
better is it? So maybe when you’ve given up
smoking it might get possibly better’. At the
same time, she saw herself as the main barrier
to change: ‘The only thing [PN1] can’t give me
is the willpower [to stop smoking] (. . .) you’re
only going to do it when you think you’re
ready, or feel ready to do it’. Throughout the
follow-up period, the patient continued to
smoke but wanted to stop for ﬁnancial reasons.
At follow-up interview, she had decided to
start Champix (a smoking cessation tablet
available on prescription), as another nurse
had informed her of its ‘good success rate’. In
this case, the practice nurse’s initial pessimism
about the patient’s desire to change and her
own ability to enable change meant that the
patient’s motivations and options were unex-
plored until she saw another practitioner.
Deﬂecting style
This style sometimes overlapped with a diﬃ-
dent approach in that tentative language and
negative phrasing were used as well as active
deﬂection. Mostly, in this style of communica-
tion, practitioners gathered information about
a patient’s behaviour and then either deferred
discussion to a later point or suggested that
another practitioner was better equipped to
deal with the issue. For instance, one nurse
considered introducing a new self-management
strategy (rescue packs for COPD) following a
discussion about recent exacerbations (in con-
sultation with P4, a male patient with COPD:
‘I’m just wondering whether in the future we
give you a small supply of antibiotics, then you
can start on your own, but you’d still need to
come and see us afterwards’, PN2). When the
patient asked for more information, the nurse
decided unilaterally to defer the discussion to
the next review: ‘we’ll go through that next
time I think, I think we’ve done too much
today’, PN2. This deﬂection seemed to serve
the purpose of time management within the
consultation, with the nurse deciding to priori-
tize other aspects of care when it appeared that
the issue would require more discussion. It also
contained an implicit judgement that the nurse
should decide when a patient is ready to be
introduced to new self-management techniques.
Another form of deﬂection involved infor-
mation-gathering followed by implicit deferral
to another practitioner. One GP used this tech-
nique twice: in the ﬁrst instance, with a patient
with diabetes who was struggling with his
weight; in the second instance, with a patient
who had recently started smoking again. On
both occasions, despite cues from the patients
that they were struggling with behaviour
change (in consultation, P21 on diet, a male
patient with diabetes: ‘I’d like to be better’,
‘I eat too much’, ‘I’ve got to try and manage
it’) or despondent at the thought of change
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(in consultation, P23, a multimorbid male
patient with CHD, diabetes and cancer, stated
that regarding smoking: ‘I’m a lost cause’), the
GP re-directed the conversation back to bio-
medical matters. Deferring to another practi-
tioner suggested that he was not able to help:
P23 I started smoking again though
GP3 Oh how many?
P23 I’m back to where I was before (. . .) a big
pack of 50 g [tobacco] will last me a week,
about 9 days, 8 or 9 days
GP3 So it’s a lot though isn’t it, I know you spoke
to [healthcare assistant], she mentioned to
you, didn’t she, maybe did she?
P23 What?
GP3 About [healthcare assistant]’s talked to you
about, did she talk to you about smoking
or stopping smoking?
P23 I did stop for two months (. . .) I restarted
again
GP3 But that’s [healthcare assistant’s] area of
expertise, helping people to stop
P23 I think I’m a lost cause, if I’ve started again
after that business
GP3 Yeah, and the other thing just to mention
[GP starts talking about diabetes]
Here, the GP appeared reluctant to talk about
smoking with the patient, despite the patient
raising the issue. He deﬂects discussion by
referring to the health-care assistant repeatedly,
giving the message that the GP is not the right
person to tackle the issue, and disregarding the
patient’s assertion that he is a ‘lost cause’. The
patient continued to smoke over the three
month follow-up period and was convinced
that change was not achievable for him and
that the practice could not help. In his follow-
up interview, he responded:
Researcher Do you still think there’s nothing really
that the practice can do?
P23 No. I think it’s just a personal [trait], the
way you are. It’s diﬃcult to change isn’t it?
The GP described his tactic as ‘just trying to
gauge his level of motivation to want to stop
which I don’t think was particularly high and he
wasn’t taking the bait really’, GP3. At the same
time, the GP also indicated in his interview that
‘if they don’t want to do it, no matter what a
doctor says, they’re not going to do it’, GP3,
suggesting that he had little faith in his ability to
inﬂuence patient motivation to change.
The deﬂecting style was characterized by the
practitioner controlling the direction of the
consultation and determining what topics could
be discussed at that time or with them as prac-
titioners. While the nurse and GP oﬀered dif-
ferent reasons for changing direction (the nurse
felt too much information had been covered;
the GP felt another practitioner was better sui-
ted for the discussion), the overall eﬀect is sim-
ilar to that of the diﬃdent style: the patient is
left with a sense of personal responsibility for
change, and the diﬃculties the patient faces
with behaviour change are unexplored:
P21 I am overweight because it’s my fault I’m
overweight (. . .) [if I went to see another
practitioner, as GP3 suggested] I ﬁnd that I
would be wasting, I feel like I was wasting
that person’s time, because I know what’s
wrong, I know what I should do
Perceptions of behaviour change and the role
of the practitioner
In interviews, practitioners agreed on the
importance of self-management and behaviour
change for LTCs:
GP3 It’s the lifestyle that really is the biggest
determinant of health and ill-health for
diabetes and smoking and lung disease and
so on
PN4 [Chronic disease management] is about
self-management
However, when it came to describing how
behaviour change should work in practice,
practitioners minimized their role with three
diﬀerent arguments.
Behaviour change is driven by patients, not by
practitioners
First, practitioners consistently emphasized that
behaviour change is the patient’s responsibility
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and that behaviour change is dependent on peo-
ple’s motivation to change:
GP3 The driving factor, force, has got to be
them [the patients]
PN5 [behaviour change has] got to come from
them. You can intimidate somebody into
stopping, or frighten somebody into
stopping smoking. Yeah, they will do it but
they don’t sustain it, because they’ve been
made to stop. They’ve got to want to do it
PN3 It’s their health, their responsibilities
GP1 It’s purely the success in smoking cessation
is in people wanting to stop
Practitioners then positioned themselves as
there to support the patient, if the patient
wanted to change:
PN5 You’re there to support them and be there
for them
PN3 [my role]’s just keeping that contact with
them as well, so that they know that they
can turn to me if they’ve got a problem
Practitioners deﬁned their role as supportive
but passive and saw their responsibility as
fulﬁlled by their oﬀer of future support for
patients.
Practitioners are limited in what they can do
When it came to discussing how practitioners
can encourage or enable behaviour change,
practitioners presented themselves as limited in
the techniques they can use. They presented
information-giving and support as the tech-
niques available to them and suggested that
these techniques might inﬂuence patient
motivation to change. Practitioners did not seem
conﬁdent in the eﬃcacy of these techniques:
GP2 If you can get them to help them to see the
relationship [between lifestyle choices and
their illnesses], then I think you’re more
likely hopefully for them to change their
lifestyle
PN4 I see my role as education and support (. . .)
understanding and trying to get, to
empower them, to actually manage, it’s
their condition
PN1 I see my role speciﬁcally as, just passing on
information that I know to hopefully help,
that they will take on board to help manage
their own symptoms
GPs saw information-giving as an essential
aspect of behaviour change work, but often
raised doubts over what information alone
could achieve:
GP3 I could say, ‘Here’s an information leaﬂet
or a little booklet’, that I did have on the
shelf on the room, I know exactly where
they are which says, ‘Diet and Diabetes’, I
probably didn’t do it because I didn’t think
it’d make any diﬀerence. I just, that kind of
sense of despondency in some ways that
giving him an information booklet I don’t
think is what he probably needs to make
those changes
Some practitioners felt that, if they understood
a patient’s motivations and beliefs, they would
be able to use this as a motivational lever to
encourage or perhaps scare the patient into
changing their behaviour.
GP3 You’re gauging how interested people are
and whether this, and just testing out
whether this is the Achilles heel in his
behaviour - this is the information [that]
strikes a chord with him that will actually
get him to start to think and challenge his
own habits, his own behaviour and whether
we can sort of run with that
PN5 [I say to patients] ‘Do you want to be a
grandparent whose children and
grandchildren come and visit them, or do
you want to be a grandparent who can take
the grandchildren out? You’re getting to
that stage [of illness]’, and I kind of try and
use some of those kinds of things so they
can relate it to real life
However, these same practitioners used tenta-
tive language when talking about their ability
to inﬂuence patients (‘gauging’, ‘testing’, ‘sort
of run with that’; ‘kind of try and use some of
those kinds of things’) and still talked about
the need for patients to drive behaviour
change, suggesting that they were not wholly
conﬁdent that they could push patients towards
a more motivated state.
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The value of a good patient–practitioner
relationship outweighs the value of challenging
patient behaviour
The ﬁnal argument that practitioners presented
as a counter to their responsibility for behav-
iour change work centred around the patient–
practitioner relationship. While practitioners
agreed that behaviour change was important,
they argued that the potential cost of challeng-
ing patient behaviour outweighed the beneﬁts –
it risked damaging the relationship without
resulting in behaviour change:
PN5 The thing is you do not need to emphasise
to a smoker this is bad for you. You don’t
need to go on and do this and do that -
they know that. And quite often if you do
that they will shut down on you and they
won’t take it on board
GP1 I don’t want [patients] to say I’m not going
to see [the GP], because every time I go and
see him, and we get this with people, he
talks about smoking and I don’t want to
stop. And then they don’t come back for
other things, so you lose people if you are
too evangelical, you lose people for other
impacts you might have. So that’s the
reason for not banging on about it once she
said she’s not interested
Practitioners perceived themselves as limited in
terms of what they could do to inﬂuence
patient behaviour and therefore oriented them-
selves towards achieving what they know to be
within their remit and expertise:
GP1 Our agenda is to rationalise their
medication (. . .) to make sure they’re to
target on their medications, bloods, inhaler
use if it’s asthma (. . .) [by focusing on
medication] we get QOF targets, the
patients I think get their diseases
reasonably well managed
This ﬁnal line of reasoning suggests that some
practitioners believed that achieving external
system-driven targets (such as QOF, the Qual-
ity and Outcomes Framework, which primary
care practices are incentivized to achieve)
ensured ‘good enough’ care for individual
patients, given the constraints and limitations
on what practitioners can do to change patient
behaviour.
Discussion
This study demonstrates a disjunction between
how practitioners enact behaviour change in
consultations and their expressed commitment
to its importance for long-term condition man-
agement. In the recorded consultations, any
behaviour change talk evident was brief, diﬃ-
dent and limited, with no evidence of patient
collaboration. This ﬁnding seemed consistent
across consultations involving patients with
multimorbidity or single morbidity. Practitio-
ners typically employed two styles of behaviour
change talk: a diﬃdent, disengaged style, where
they tentatively suggest change but withdraw
from in-depth discussion; and a deﬂecting style
which moves behaviour change talk outside of
the remit of the current consultation. Both
styles eﬀectively delegitimized behaviour
change talk within the consultations, leaving
patients unsure about the role of practitioners
in aiding behaviour change.
In discussing behaviour change in interviews,
practitioners emphasized its importance and its
centrality in LTC management. They described
a role for themselves in providing reminders
and information to patients about the impor-
tance of behaviour change. However, they also
emphasized constraints on their ability (and
therefore, their responsibility) to eﬀect behav-
iour change. Behaviour change work was con-
strained by a perceived lack of eﬀective
techniques to inﬂuence patient motivation,
by the need to ensure a continued patient–
practitioner relationship and, ultimately, by the
patients themselves.23,25,28,35 The relegation of
behaviour change work to the responsibility of
the patients or other practitioners oﬀered a
way for practitioners to disengage with this
work in their consultations. In line with previ-
ous studies, this study highlights the infre-
quency of work around self-management
and behaviour change within primary care28
and adds further evidence of the uncertainty
and reluctance on the part of practitioners to
participate in this work.23,25,35 It builds on
previous research by linking the types of com-
municative activity in consultations to both
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patient and practitioner attitudes towards
behaviour change work.28,34
Both patients and practitioners in this study
viewed behaviour change work as the responsi-
bility of the patient, and this in part could
explain the absence of this work in consulta-
tions. This absence is likely to have a signiﬁ-
cant eﬀect on patient engagement with change,
as support from services and their social envi-
ronment are important inﬂuences on patient
attitudes towards, and ability to, self-manage.
Without supportive, collaborative relationships
and support, it is likely that signiﬁcant num-
bers of patients will continue to feel responsible
for, yet unable to eﬀect, behaviour change.36–38
There is a growing body of research demon-
strating techniques that can result in behaviour
change within primary care in the context of
clinical trials, which may not require much time
to implement.39–43 In addition, patients describe
health practitioners as an important source of
external motivation for self-management.44 Yet
successfully embedding behaviour change in
practice, and motivating practitioners to change
their consultation behaviour, is still elusive.
The practitioners in this study and in pri-
mary care in general are embedded in an
increasingly busy and scrutinized context where
certain tasks are valued and counted (like
meeting biomedical targets) to the extent that
care can become shaped around fulﬁlling these
tasks,45 and others (such as less measurable
behaviour change work) are not.29 It may be
that practitioners feel both ill-equipped to
achieve behaviour change in patients and pres-
surized to achieve other targets, and the rheto-
ric of patient control and responsibility
enabled them to legitimately distance them-
selves from this work.46 It is already known
that training and education alone is insuﬃcient
to change practitioner behaviour.47 Practitio-
ners are likely to only engage in behaviour
change work if the structures in primary care
promote and value this work.17,48 This would
mean a commitment to behaviour change as an
activity beyond what is currently evidenced,
and a cultural change in how practitioners view
their role, and the role of the patient, in
relation to behaviour change. Adapting routine
consultations to run on a collaborative model
of care may aid work around behaviour change
if there is a commensurate shift in attitudes to
a ‘joint responsibility’ ethos for achieving set
goals.49 However, this shift is unlikely to occur
unless collaborative working becomes the foun-
dation through which other targets, such as
QOF, can be achieved.
Strengths and limitations
This study consisted of a relatively small sample
of practitioners, which reﬂected diﬃculties in
engaging general practices with the study. How-
ever, the sample size was similar to other stud-
ies adopting a multiperspective approach to
analysis (between 8 and 17 practitioners),28,50,51
an approach which oﬀers rich opportunities for
small samples.31 The main reason practitioners
gave for not engaging was that they had too
many other demands on their time, notably
QOF requirements; however, this was also a
concern of practitioners who did participate. It
is possible that practitioners who participated
were more interested than others in psycho-
logical approaches and that non-participating
practitioners might give even less priority to
behaviour change than those we studied. Nearly
half of the patients declined participation when
approached, and it is possible that these were
more unwell than those who took part. Never-
theless, our sample included a broad range of
LTCs and high levels of multimorbidity. In a
study of this kind, where patients and practitio-
ners are aware of being recorded, there is
always the possibility that behaviours may have
been changed as a result. To minimize this
risk, the researchers were not present in the
consultations.
Behaviour change was not initially an explicit
focus of the study from which the present analy-
sis was drawn, which aimed to explore chronic
disease management within routine consulta-
tions. However, because data collection and
analysis proceeded in parallel, we were able to
incorporate discussion of behaviour change into
respondent interviews early in the study when it
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emerged as a signiﬁcant issue for practitioners
and patients. Using stimulated recall in inter-
views enabled practitioners to reﬂect on their
practice and facilitated recollection of particular
patients and decisions over time. It also enabled
discussion of behaviour change and its impor-
tance in relation to speciﬁc instances rather than
generalized accounts.
A key strength of this study was that it com-
bined analysis of practitioners’ and patients’
viewpoints with analysis of their consultations.
This multiperspective approach oﬀered a rich
and nuanced way to explore practitioners’ atti-
tudes and experiences of behaviour change along-
side enactments of behaviour change in practice.
Conclusion
Practitioners’ accounts endorsed the impor-
tance of behaviour change for LTCs; however,
within primary care consultations, their
approach to behaviour change tended to be
diﬃdent and limited, with little direct challenge
to, or exploration of, patient motivations and
beliefs. Practitioners employed three minimiz-
ing strategies within their interview accounts,
which had the eﬀect of absolving practitioners
of responsibility for, and reinforcing current
practice around, behaviour change. These strat-
egies positioned patients as responsible for any
failure to pursue or achieve behaviour change.
In addition, these strategies reinforced the
practitioners’ control of the content or agenda
of consultations in which behaviour change
could be dealt with. This in eﬀect left patients
feeling personally responsible yet unconﬁdent
and unclear about the role of primary care in
assisting behaviour change.
It is likely that change in how practitioners
engage with patients will only be achieved
through an extensive cultural and attitudinal
shift within primary care. Collaborative care
planning may be one model that could enable
behaviour change work within primary care,
but to be adopted successfully, this model
would need to be accompanied by a change in
the attitudes and culture of primary care.
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